Cameron: The Technique of Casarean Section felt protruding slightly.through the cervix. She was treated first for shock and hemor-r4age by blood transfusion. It was decided to delay reposition of the fundus. Sepsis was evident by the third day of the puerperium, but was controlled by means of continuous irrigation through Carrel's tubes. On the sixth day of the puerperium, while the patient was micturating, the fundus became completely inverted. He (Dr. Barris) would make two comments upon the case just reported. The first was with regard to the time at which the inversion occurred. He gathered that in the opinion of the authors the inversion did not take place until the fourteenth day of the puerperium. He thought it more probable that it really began immediately after labour, for the placenta was manually removed and they found the membranes adherent at a time when they also noticed that the uterus was relaxed. Moreover, in his own case, although the inversion became complete on the sixth day, it had been noted on admission that it had already really begun. His second comment was with regard to immediate replacement of the fundus. Shortly before his own case occurred he had heard Dr. Spencer's paper. Late reposition was tried partly for this reason, and also not to subject the patient to the shock of manipulations and an anmesthetic. He found that the uterus involuted well, and did not bleed while still inverted. Reposition was not carried out until seven weeks after the delivery. The fundus was replaced by means of Aveling's repositor without anesthesia in nineteen hours, and the repositor was removed easily at the end of this time after five minutes' further traction. He
felt protruding slightly.through the cervix. She was treated first for shock and hemor-r4age by blood transfusion. It was decided to delay reposition of the fundus. Sepsis was evident by the third day of the puerperium, but was controlled by means of continuous irrigation through Carrel's tubes. On the sixth day of the puerperium, while the patient was micturating, the fundus became completely inverted. He (Dr. Barris) would make two comments upon the case just reported. The first was with regard to the time at which the inversion occurred. He gathered that in the opinion of the authors the inversion did not take place until the fourteenth day of the puerperium. He thought it more probable that it really began immediately after labour, for the placenta was manually removed and they found the membranes adherent at a time when they also noticed that the uterus was relaxed. Moreover, in his own case, although the inversion became complete on the sixth day, it had been noted on admission that it had already really begun. His second comment was with regard to immediate replacement of the fundus. Shortly before his own case occurred he had heard Dr. Spencer's paper. Late reposition was tried partly for this reason, and also not to subject the patient to the shock of manipulations and an anmesthetic. He found that the uterus involuted well, and did not bleed while still inverted. Reposition was not carried out until seven weeks after the delivery. The fundus was replaced by means of Aveling's repositor without anesthesia in nineteen hours, and the repositor was removed easily at the end of this time after five minutes' further traction. He wished to endorse Dr. Spencer's remarks on this point, and to emphasize the safety and value of late reposition as opposed to immediate replacement of the inverted fundus.
Dr. W. R. WHITE-COOPER and Mr. H. K. GRIFFITH also read a short communication on " A Case of Obstructed Labour."
The Technique of Caesarean Section. By SAMUEL J. CAMERON, M.B.
MY object in making this communication is to relate briefly the technique which has enabled me in 107 successive cases of Casarean section in rachitic subjects to bring the mortality in my practice to under 1 per cent., and also to record a few observations which have interested me in connexion with the operation.
Although many of the patients in the series were admitted to hospital in labour, it is a decided advantage to have the patients under observation for some days before the operation takes place, as minor ailments can be treated and thorough preparations can be made. For example, special attention should be given to patients with " colds," as it has been my experience that rachitic patients are peculiarly susceptible to pulmonary complications after operation, and it will be found that many of them are troubled with chronic bronchitis and emphysema. Consequently tbe choice of an anaesthetic seems to me to be important. Chloroform should be used in preference to ether as the chloroform has a less chilling effect on the lung; (in my gynaecological practice I generally employ ether). Precautions should also be taken to guard against exposure. I have frequently seen patients kept naked on the table for many minutes after the completion of the operation, while nurses with lotions were assiduously removing every trace of staining from the skin. As soon as I have secured the anchor sutures which retain the dressing, the patient is wrapped up and her head covered with a blanket while she is being removed to a warm room.
Section of Obstetrics and Gyn&cology
The patient in the one fatal case in my series died from broncho-pneumonia ten days after operation; ether alone was administered during the section, and since then I have always used chloroform. So far I have not tried spinal anesthesia and gas in Cesarean section, but it is doubtful whether this method of anaisthesia will lessen the incidence of bronchitis. Whenever bronchitis proves troublesome after operation I immediately place the patient in a tent with a steam kettle. Invariably she experiances great relief and in cases in which the heart exhibits signs of flagging camphor in oil proves an effective stimulant.
The next danger to be considered is the important one of sepsis. At the outset of my surgical career I performed Caisarean section even when the membranes had been*ruptured for many hours, and the fact that the forceps had been applied by the practitioner did not deter me. As a rule the patients recovered, but a few died and others had a prolonged convalescence due to septic infection. The loss of life was regrettable and accordingly I determined to operate only in cases which were presumably free from contamination. I therefore now perform craniotomy in most cases in which the patients have been repeatedly subjected to vaginal examinations before admission to hospital, and in all such cases if the membranes have been ruptured for longer than twelve hours. Even if a patient had not been examined vaginally I found that the mortality was great if labour had been allowed to proceed until exhaustion occurred after rupture of the membranes. Cases of this description I now treat by craniotomy instead of Caesarean section. Other important factors in the elimination of sepsis will be mentioned as I describe the operative technique which I adopt.
For many years I have operated on my gynaecological cases either through an incision in the rectus sheath or through a transverse wound. Within recent years I have adopted the incision through the rectus sheath in cases of COesarean section owing to the fact that a weak wound is liable to be obtained by a middle line incision as the abdominal wall in this situation is attenuated by the large gravid uterus. Since I adopted this incision ventral hernia has been abolished from my obstetrical practice. Owing to stretching of muscle and fascia the wound should be made at a considerable distance from the middle line. It is a matter of some importance as to whether the right or left side is chosen. The incision ought usually to be made on the right side as the uterus almost always lies towards the right, and therefore the left margin of the organ approaches the middle line of the abdomen. Some time ago I was performing the operation in a country establishment where the lighting equipment was miserable, and the uterus was exposed through an incision in the left rectus sheath. As soon as the uterine incision was made profuse haimorrhage occurred from the lower angle of the wound and it was found that some large veins in the left broad ligament had been severed. Difficulty was experienced in arresting the hbemorrhage. The left border of the uterus in this case was situated near the middle line, and if the incision had been made on the right side of the abdomen the above unpleasant complication would have been avoided.
Every surgeon who has had a large experience in dealing with cases of repeated Caisarean section has probably been hampered on several occasions by numerous and dense adhesions in the region of the former scar or scars.
The attachment of the uterus to the parietes can often be diagnosed before the abdomen is opened, owing to movements communicated to the uterus being accompanied by in-dragging of the abdominal wall. In consequence of the intimate fusion which often exists between uterus, parietal peritoneum and intestine, the operation may be dangerously prolonged if the usual technique of dealing with adherent cases is followed. I have known an accomplished obstetric surgeon lose a patient from shock after a tedious operation of this description. In my opinion destruction of existing adhesions is inadvisable, as their obliteration would probably be followed by the formation of fresh bands and in some instances intestinal loops might adhere to a denuded portion of the uterine surface which was formerly in contact with parietal peritoneum.
In treating adherent cases I take this opportunity of strongly advocating my practice of evacuating the uterine contents through transverse incisions in the abdominal and uterine walls. By so doing the surgeon can avoid the labyrinth of adhesions, and as the uterus is usually tightly fixed to the parietal peritoneum the organ remains there in a state of ventro-suspension. It is probable that the attachment of the uterus to the parietes favours incomplete retraction, as on several occasions I have observed profuse post-partum haemorrhage in these cases. Pituitary extract injected into the uterine tissue will prevent this complication. As a rule I make the transverse incision a short distance above the upper extremity of the old scar and this will usually be situated above the level of the umbilicus and near the fundus of the uterus. Upon the abdomen being opened, the free portion of uterine wall near the fundus is severed transversely, and then the child and placenta are extracted. By this procedure I avoid adhesions and the operation is almost as easily performed as in an uncomplicated case.
Some obstetricians still omit to place gauze between the parietal peritoneum and the uterus before the uterus is incised. This is a mistake, as blood and liquor amnii obtain access to the peritoneal cavity. Should the case be infected, such contamination may prove fatal. Before opening the uterus I insert four large swabs, so that two are situated laterally and the other two at the upper and lower angles of the abdominal wound. The swabs are not removed until the wound in the uterine wall has been closed. Some years ago it occurred to me that lives were lost owing to a single knife being used throughout the operation. Many urgent cases of Caesarean section are subjected to a hurried preparation and it seems to me that the knife which severs an infected skin may carry organisms into the wall of the gravid uterus with fatal consequences. Accordingly I altered my technique and used two knives, one for the abdominal and the otbher for the uterine wall. It may be merely a coincidence but nevertheless my results improved immediately.
When the uterus has been opened I always deliver the child as a breech, and as the limb is often greasy the nurse who is attending to the dressings keeps a large swab in readiness to pass on to me to prevent the hand slipping during extraction. Immediately the child is delivered the uterus should be drawn through the parietal wound on to the abdominal wall. There the organ should be turned inside out, so that the placenta and membranes can be stripped from their attachment. For this purpose a large pledget of gauze should be used. In most instances the membranes in the region of the cervix are the most difficult to detach and it is highly desirable that they should be entirely removed, as even a small portion overlying the os may prevent the lochia from escaping for several days. From information supplied by Dr. Murdoch Cameron and many of his former pupils and house surgeons we may conclude that the extremely useful procedure of inverting the uterus Section of Obstetrics and Gynacology was first practised by him, but he employed it only in cases where the membranes were adherent to the lower segment. Gradually the practice became an invariable one at the Glasgow Maternity as it ensured thorough emptying of the cavity. When the extraction of the placenta and membranes has been completed the inner wall is thrust back into position in order that the uterine wound may be closed. Many years ago I accomplished this by means of several mattress sutures and one continuous suture, but I have discarded this method as I found that in some instances there was morbidity in the puerperium. Doubtless this may have been due to excessive compression of tissues by the mattress sutures. For this reason also, I never place mattress sutures in the cervical stump after the operation of supravaginal hysterectomy, as on one occasion, in which the patient was an anaemic woman, a suture of this description caused localized necrosis. After abandoning the mattress suture I inserted three interrupted sutures of silk: one suture was placed in the middle of the wound and the other two midway between the first suture and the upper and lower angles of the wound. Each suture passed through the entire depth of the uterine wall, with the exception of the inner layer. The remainder of the wound was closed with interrupted sutures of catgut. Finally a continuous suture of catgut was used throughout the entire length of the wound. The three sutures of silk were a safeguard in case the catgut became absorbed too rapidly. Care was taken to cut the ends of the sutures level with the surface of the uterus. A sinus did not develop in any case. Despite the warning given by Mr. Eardley Holland in his valuable communication 1 as to the dangers arising from the use of catgut, I sometimes rely entirely on this material as when properly prepared it holds the tissues in apposition as efficiently as silk, and moreover it has the advantage of disappearing within three weeks. If union of the various elements has not taken place by that time it never will. My experience has been that all interrupted sutures lie loosely in tissues after a few days and so silk does not keep the tissues more firmly lashed together than catgut. It seems to me that the free use of silk within the abdomen is unjustifiable, as the presence of this durable material may readily lead to the formation of dense adhesions, and, moreover, it may be the cause of great misery if it becomes infected, as a persistent sinus forms. This event is of common occurrence and on two occasions patients were sent to me for the closure of uterine fistule which had resulted from infected silk sutures. Each month the unhappy women menstruated on to the abdominal wall. This evening I also show you vesical calculi, which originated from silk sutures in the uterus having made their way through the wall of the bladder.
Adhesions within the abdomen are usually undesirable, but I have met with cases of repeated Caesarean section in which their presence seemed advantageous, since they caused firm fusion between the uterine scar and the parietal peritoneum, thus diminishing the tendency to rupture. Despite various modifications in the method of closing the uterine wound, the danger of rupture in subsequent pregnancies still exists. Personally I have met with four cases. From my observations on these cases I have come to the following conclusions: The gravity of this complication depends to a great extent on whether the uterus manages to expel its contents completely or not.
(1) If there be only partial extrusion from the cavity, the uterus cannot retract effectively and death may rapidly ensue from haemorrhage. (2) On the other hand, if the entire contents are quickly ejected into the peritoneal cavity, and if rupture be unaccompanied by severe shock, I believe that the patient may actually walk into hospital and live for some days without operation. In such instances little blood will be found in the belly cavity, and the empty uterus remains in a state of firm retraction. (3) I am also of opinion that in cases in which the uterine wound has been infected there is less loss of blood when rupture occurs, as the margins of the wound have never remained in apposition and the opposed surfaces are non-vascular.
Frank's procedure of opening the uterus in its lower segment has been more extensively practised during recent years in Germany and America with the object of abolishing rupture. Modifications of Frank's technique have been introduced from time to time, and the liability to rupture certainly seems to have been diminished, but it should be remembered that the cervical incision is seldom employed in comparison with that in the uterine body. An additional advantage which appeals to me in the cervical operation is that adhesions will be less apt to form. On the other hand it is an operation for the specialist rather than the general practitioner, and this view should not be lost sight of as small maternity homes staffed by practitioners are being opened in all parts of the country. During extraction of the head I have known alarming htemorrhage result from extensive tearing of the tissues where a transverse incision had been made. The transverse wound should also be avoided because the muscular fibres in this area are for the most part arranged longitudinally. Another objection to the low incision is that operation must be delayed until the patient is well on in labour so as to permit sufficient stretching of the lower segment.
Although compression and massage of the uterus between hot swabs is often practised in the course of the Cwasarean operation, this manceuvre was not adopted in any of the cases in this series.
As soon as the wound in the uterus is closed the four large swabs are withdrawn and the abdominal incision is united in layers. For many years I have used anchor sutures to support the wound and to keep the small gauze dressing in position. No other covering is applied to the wound. Before the patient leaves the operating table the surgeon should observe whether blood is escaping from the vagina or not; if it is not he should grasp the uterus and compress it through the abdominal wall. Should a trickle of blood fail to appear, the probability is that a retained portion of membrane is occluding the os. The external parts should therefore be bathed with an antiseptic lotion and afterwards the vaginal walls should be swabbed with a similar solution which is carried into the vagina on gauze attached to a sponge holder. The gloved fingers are next passed into the vagina and the index finger is forced up the cervical canal to break down the obstruction. In a few instances the cervical canal may be so narrow and rigid that the cervix has to be seized with volsella in order that a few Hegar's dilators may be passed, but it is almost unnecessary to state that the less frequently such maneuvres are required and adopted, the less likely will sepsis ensue. In my surgical practice I have for many years allowed my patients every liberty of movement as soon as they become conscious after the operation. They are encouraged to lie on their side and sit upright in bed in Fowler's position. By so doing drainage is promoted, flatulence is diminished, convalescence is shortened and the liability to thrombosis is lessened. In conclusion I may state that the only other death which I have had in my Caesarean sections in recent years occurred in a case which was complicated by pronounced toxEemia and placenta pravia. Death was due to suppression of urine. My impression is that Cesarean section should never be performed in toxaemia of pregnancy.
